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ABSTRACT 

To provide federal, state, and local health agencies 
with information needed to achieve the national objectives of 
improving health, assisting families to escape poverty, and providing 
parents with freedom of choice in determining the number and spacing 
of their children, information was collected from 3,072 United States 
counties. Data from a variety of public and professional sources and 
from surveys conducted in 1969 requesting data on numbers of patients 
served are summarized into 34 categories of service, need, and 
demographic, health, and resource information,, for selected counties, 
cities, states, or regions. In 1968 there were an estimated 5,367,000 
medically indigent women of childbearing age in need of subsidized 
family planning services, but only 773,000 (less than 15 percent) 
were reported as patients in public and private health agencies 
offering planning services. Services were identified in 1,200 of the 
3,072 counties with 200 counties serving 1,000 or more patients and 
the remaining 1,000 counties serving less than 500 patients. 
Approximately 41 percent of the patients received services from the 
public health department, 27 percent from public and voluntary 
hospitals, 27 percent from Planned Parenthood Affiliates, and 5 
percent from other agencies. These and other data are provided if 
tabular and chart fora. (SB) 
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PREFACE* 



Family Planning end the Poor 

Caiy D. London, M.D., Director t Health Services Office, 

Community Action Program, Office of Economic Opportunity 
(1967-60) 

Nearly five yean ago the federal government, through the Office of 
Economic Opportunity, made Its first experimental grant io a family 
planning project. It wu a modest pant (18,000) to a fairly small 
community (Corpus Chris ti, Texas), But this little publicized, fint 
exploratory effort of OEO to bring what the United Nations has sub- 
sequently defined as a "basic human right** to poor women in a small 
Texas dty opened the way for today's federal Investment of more 
than *30 trillion in family planning services for the poor - nearly 
half of It through the Office of Ecooomlc Opportunity. 

Today it Is generally recognized that full and free access to 
voluntary family planning services Is one of the most effective 
avenues for escape from poverty, as well as for Improving the total 
health of mothers and children. It is recognized not only by academ- 
ics, lawmakers and government officials, but - most Important - by 
poor people tbermelve*. Fa it has been the Initiative of the poor, 
through tbelr local Community Action Agendas, which has been 
primarily responsible for the growth In the number of OEO*s family 
planning projects from 14 In five states In 1965, to over *60 In 4i 
states and Puerto Pico today. 

And It was the dear evidence that the poor wanted modem 
family planning services and would use them effectively to achieve 
their own detires to have less children than they were having that led 
the Congress to declare family planning a Special Emphasis Program 
o / the War ra Poverty and a high priority program In maternal and 
chdd health services of the Department of Health, Education and 
Welfare. 

Today, 1 am pleased to say, a number of federal agendas are 
supporting the development of ftmilj planning programs in the U S. 
The Children’s Bureau of DHEW hu recently allocated icmo f ifi 
million for family planning projects in 79 dries. In addition DHEW 
Maternity and Infant Care Projects, Model City programs, the Indian 
Health Service of HSMHA and the Department of Defense are aQ 
providing rt least some services In this area. Federally sponsored 
research efforts to improve contraception also have Increased 
considerably. 

OEO Is proud of lb role In stimulating the initiation of federally 
funded services for p** women In many communities, just as we 
are proud of having p io n eer ed the firtt comprehensive neighborhood 
heafch centers (48 of them), the training and utilization of Indigenous 
health workers to reach out Inh) pcovertv communities, and the 
general Involvement of poor people in malting their own dedskes 
about programs Invoking their lives and health. A Presidential 
Committee on Population and Family Hanning recommended last 
January that the fatosl go v ernmen t rapidly increase Rs expenditures 
fre OEO, DHEW and other federally funded family tAarmfetg serv- 
ices vfttd an annual outlay of 1150 mffton Is reached to five 
Briton women. It declared that tha accomptbhment of this goal 
would req uir e "the active participation of private physkfet*, hospi- 



tals, health departments, voluntary agencies, anti-poverty programs 
and welfare departments,** and acknowledged that a variety of com- 
plementary federal programs would be needed to activate these 
diverse groups. 

Money, of course. Is an essential Ingredient In supplying volun- 
tary family planning services to all who want and need them. But 
there are other problems, too. Enthusiasm, for example,' might be 
enough to advance a program carried out by a single agency In a 
small community serving a few hundred women. But there Is a 
significant difference In scale - and complexity - when one talks 
about a program designed t> serve some five million women through- 
out the country that will coordinate and enhance the efforts of nu- 
merous governmental and voluntary agendas and institutions on 
national, state, county and local levels. Enthusiasm alone will not 
suffice. 

The Center for Family Planning Program Development was 
commissioned to undertake this study of national family planning 
need, services and resources to help create the Information base 
necessary for effective program planning in today's complex and 
challenging situation. Such data have been collected for each of the 
country* 3,07* counties for the fiscal year 1968. Thirty-six categories 
of service, need, demographic, health and resource information are 

E * ' * bed in the main table of this report} and many more are pub* 
here for selected counties, dries, states or regkivs. Such a study 
is s vital fint step toward intelligent planning and Implementation 
of effective, efficient and coordinated family punning programs. 

It is on!)*, of course, a first step. The study Itself uncovers 
numerous Inconsistencies, duplications and lacunae In the service 
data currency being reported} therefore, for effective planning and 
program development, three must be established a national system 
for reporting service statistics which Is consistent, accurate and 
relevant 

Nearly two years ago, the OEO began to Investigate wa>t of 
providing systematic program reporting from the projects It funded. 
More recently, as the result of discussions with the Children's Bureau, 
the Health Services and Mental HeeMi Administration and Planned 
Parenthood, ft was agreed that a national system for reporting service 
statistics would be designed and operated by the National Center 
for Health Statistics. OEO and Chfldren’s Bureau projects are now 
beginning to participate in an Interim system, anticipating the in- 
stallation of a fully developed national system early in 1970 which 
will Include most gm*emment funded ami voluntary agency family 
planning clinks In the country. 

But to caO this study a fint step k not to mirbnlze ft. The esti- 
mates which appear here are the first eves assembled for the nation 
as a wholes and for feJMduel regions, states and counties. They 
provide a bash, albeit an ap pro xima tion, for moving ahead npkfiy 
to adders our national objectives. 




Timetable for Action 

George Contis, M.D., Director , Family Planning Program 
Office of Health Affairs, Office of Economic Opportunity 



in his July 18, 1969 message to Congress on Population and Family 
Planning, President Nixon clearly expressed his concern over the 
population growth in this country and abroad. He noted that though 
the present U.S. growth rate of about one percent was not as great as 
that of developing nations, it presented a serious challenge for our 
society. At a time when this nation is renewing Its efforts to ensure 
that its resources are available to all lu citizens, the President's mes- 
sage has particular significance. 

At President Nixon pointed out, our social institutions must 
keep pace with the demands of a steadily increasing population. 
Program planning in the vital areas of education, housing, urban 
development, and health must receive increased emphasis. As an 
integral part of any health care program, family planning informa- 
tion and twice* must be made available to all those who want and 
need them. The President has called for the accomplishment of this 
task within the next five years, recognizing family planning as one of 
the surest and least cost!) ways of breaking the poverty cycle. 

It ts for this reason that “Need for Subsidized Family Planning 
Services; United States, Each State and County, 1968** is an espe- 
cially Important report. For the first time, need for family planning 
unices on a county by county basis is described. Health officials, 
private organizations, and all those interested In this problem will 
find the Information extremely valuable in mapping a course of action 
to bring family planning to those among the poor who want it. The 
report Is a milestone to the family planning effort in this country. 
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SECTION I. NEED FOR SUBSIDIZED FAMILY PLANNING 
SERVICES: UNITED STATES, EACH STATE AND COUNTY, 1968 

INTRODUCTION 

Federal support of family planning programs, administered by the 
Office of Economic Opportunity (OEO) and the Department of 
Health, Education and Welfare (DHEWJ, has three objectives: To 
improve the health of the American people, to assist families to 
escape from poverty, and t 0 provide parents with freedom of choice 
In determining the number and spacing of their children. Since pub- 
lie policy on family planning began to shift In the early 1960s, the 
number of governmental ana private sector health agencies Involved 
in the family planning field has Increased rapidly. In 1967 family 
planning was articulated as national policy when Congress adopted 
the Economic Opportunity Amendments designating family planning 
as a "special emphasis" component of the antbpoverty program.* 
Congress also amended the Child Health Act of 1967 to earmark for 
family planning service projects not less than six percent of the funds 
appropriated for maternal and child health programs administered 
by the Children's Bureau, DHEW, to require the states to extend 
family planning services progressively throughout their Jurisdictions 
by 1975, and to require the states to offer and provide fa nily plan- 
ning services to all appropriate publk assistance \ xipknU.* • These 
enactments made expudt for the first lime the national commitment 
to provide modem voluntary family planning services to all Ameri- 
cans who need and want them, particularly to those who cannot 
afford private medical care. 

fo achieve these objectives of national policy, federal, state and 
local health agencies, public and private, have a need for bask In- 
formation for use In program planning. $jch Information should esti- 
mate the size of the population in need of subsidized family planning 
services, approximate the level of services currently being provided 
and Identify existing health and related resources which might par- 
ticipate in an expanded program. This report, based on all available 
Information, seeks to provide such estimates for fiscal year 1968 
(July I, 1967 • June 80, 1968). It Is one of a series produced by the 
Center foe Family Hanning Program Development, the Technical 
Assistance Divblon of Planned Parenthood-World Population, to pro- 
vide program planning Information useful for the expansion of family 
planning services, The study on which it Is based is supported by a 
contract from the Offke of Ecooomk Opportunity (No. B 89-4588). 

A lubsta itial body of Information was assembled for each of the 
8.072 U.S. counties. The data Include; Population estimates; Income 
levels; health, demographic and social Indices (such as Infant mor- 
tality rates, numbers of Infant deaths, births, birth rates, and fertility 
rates); existing beahh resources; available federal programs; and 
ament family planning setvki levels. (For definitions, sources and 
limitation i of data Included in this report, see Section 111.) 

In addition to collecting existing information from a variety of 
pobbe and professional sources and organ (ring ft to facilitate a sum- 
mary assessment of the situation fri each county, the Center con* 
d ieted surveys early In 1969 of all Identifiable organized family plan- 
ning programs req u esting data on numbers of patients served Pro- 
grams surveyed Included dinks operated by public beahh depart- 
ments, public and voluntary hospftab, local groups affiliated with 
Manned Parenthood- World Population and other agencies. The c tu- 
pietfen rate fot these surveys was dose to 100 percent, akheugh there 
was wide variation In the quaky of data received. (See Section lit- 
D.) A broader array of information relevant to family planning needs, 
service levels and actual and potential service resources for all 
coun*iej and states and for the nation as a whole has thus been 
assembled than has hereto f ore been avadaMe. 
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The report presents and analyzes service data is reported di- 
rectly to ihe Center for Family Planning Program Development by 
hospitals, Planned Parenthood Affiliates and other service agencies; 
state health departments reported service data for the county heal h 
units under their jurisdiction. These data are approximations whlcn 
Are a* accurate as the state of local recordkeeping will permit at this 
time. Wherever possible, the figure reported by the service agency 
wvs accepted and entered Into the Gk>; follow-up queries clarified 
some ambiguities. Many o? toe service agencies do not keep records 
whkh enable them to distinguish numbers of patients served from 
clinic visits; their estimates of patients served, therefore, were gen- 
erally recorded, although, in some cases, It was necessary lo translate 
the visit data supplied Into an approximate number of patlenti. 

AH service reports, clinic locations and sponsorships for each 
county were enteral on a county worksheet which facilitated sorting 
out of obvious reporting duplication. Such duplication sometimes 
occurred when more than one agency (e,g., a health department and 
hospital) shared responsibility for providing the service at a par- 
ticular location, and both reported the patients reived at that loca- 
tion. While It was possible to deduct apparent duplications from 
each county's service total, the Information available was not suffi- 
cient to determine whkh agency was primarily responsible for pro- 
viding the services. Thus the county's overall service figure was 
corrected but the duplicated patients were not ascribed to one or 
aixrther of the service agencies. Instead, ec c agency's column In the 
file shows the number of patients chimed i»y ihe agency In its report. 

Less obv ous duplication, however, could not be eliminated. Nor 
did the data permit classification of patients served by agencies other 
than Pknned Parenthood according to medical Indigency status. 
For these reasons, the number of medically Indigent family planning 
patients reported as served by organized dinks In FY 1968 is prob- 
ably overestimated. (For a discussion of the methods emplo)*ed to 
analyte and Interpret the survey responses, see Section lll-D). 

The report Goes cot attempt to estimate how many low-income 
women received family planning care in FY 1968 through private 
physicians, either at no charge, financed with their own funds or 
through such pubHc programs as Medkald. No systematic data exist 
with whkh to estimate this number nationally, much less for each 
county; fragmentary data from Medkald programs In several states 
suggest that less than ten percen* of low-income women may have 
effective access to private physicians for family planning care. (See 
discussion below.) 

Nor does the report attempt to deal wi*h the issue of the quaky 
of services rendered in existing programs, or of continuity of care and 
of fertility control practice. These related questions a.e of consid- 
erable significance tn assessing the Impact of any family planning 
program. In the light of the ament state of recordkeeping in the 
field, ft is virtually impossible to secure national data relevant to 
tbes* issues from the diverse family planning service agencies. Until 
there Is a more uniform national recordkeeping and reporting system, 
quaky and continuity of care will more feasibly be assessed In 
special local studies. A national study of this kind can presently 
estimate only the extent to whkh programs have been successful k 
at least enrolling the population in need This is a necessary feat 
step toward systematic evaluation of any program. 

fertility Central and the Poor 

Demographk studies illustrate lax) aspects of the fertility behavior 
of the poor: K ) They appear to be considerably less successful than 
higher-income couples in having only the number of children they 
wart; 2) many already we J ome methods of fertfky control, but 
often these are the most ine ff ect i ve ones. 

The disparity betwee n high and low-income couples in fertility 
control has been amply documented Despite the expressed prefer- 
ences of both groups for an average of tlm children, the non-poor 
had an average annual fertility rate to 1960-6$ tf 9M births per 



1,000 women aged 15-44, while thepoor and nearpoor had a rate of 
152.5 - a rate 55 percent higher.* The effect* of this disparity wp be 
seen In the profile of U.S, poverty: Nearly half of the children In 
poverty In 1066 were growing up In families with five or more chib 
dren under 18; and the risk of poverty Increased rapidly from nine 
percent for one-child families lo 42 percent for famfdes with *U or 
more children. •• 

Even these recent high fertility rutej of the poor, however, are 
considerably lower than the rale* that would be expected If the poor 
made no effort to control fertility. National *tudie* ## * demonstrate 
that many low-income couple* attempt to practice fertility control, 
but most of them have to rely heavily on the least effective non- 
medical techniques. From studies of medical care for the poor, It 
seems probable that even those who do use the more effective meth- 
od* have had Inadequate medical consultation and Instruction and 
continue to have only sporadic contact with qualified physicians. The 
55 percent difference In fertility rates between poor and non-poor 
teems to stem largely from this considerable difference In the means 
of fertility control to which the poor have had access. 

The objective of national policy Is to remedy this Inequity by 
providing low-trx ome couples with effective access to the same mod- 
ern method* of fertility control which higher Income Americans 
enjoy. The need for family planning assistance among Jow-tncome 
couples vho are already attempt!/-* lo control their fertility may 
appear less absolute than for those who do not yet practice any form 
of family limitation and tpadng. These couples, however, must be 
considered as part of the universe of need since they require either 
access to the more effective medical techniques or more adequate 
medical supervision to Insure safety and efficacy. To do otherwise 
would be to perpetuate Ineffective fertility comrol practices - under 
Inadequate or no medical supervision - among poor Americans. 

A Note tn Termtootofy 

In this report, a number of concerts ve presented which may be 
relatively unfamiliar. Full definitions are presented in Section 111; 
to facilitate reading, following are brief definitions of major terms: 

kitdktOjf Indigent Women M Need of Subsidized Family 'ie*nMg 
Services b used throughout the report to denote all low-income 
women of reproductive age who are it risk of pregnancy and are not 
sterile, pregnant or seeking a desire J pregnancy. This group b abo 
referred to as "women fat need* and t ke "total In need*. 

A FemJfy Nannfrtg Service b defined In thb study as the provision 
of any medical means by which conception b prevented or post- 
poned. (It b at* called fertHfay regulation, contraception, birth con- 
trol and planned parenthood, and Includes the rhythm method.) 

A Ftmd y fimafa| totient is defined as a person reported as reoetv* 
fog « femfy pt***fog service from an organized program. 

A Femrfy Ne**M# Program b defined ea any identifiable arrange* 
ment through whkti an agency provides planning services. 

VnmH Need or AfedkaAy Indigent Women fa i Need of S ub sidi z ed 
f envdy Man ni ng Services No! Served, are the total number of women 
In need minus the adfested total number of pati*t* reported as 
rece M ng services to FT IM8 from organized programs. Tnb group 
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is also referred lo In the text ar.d tables as the "unserved*; the pro- 
portion that ibey represent of all women In need b called the "per- 
cent unserved* or "percent of unmet need*. 

The A ledfcolly Indigent, as used In this report, U an approximation 
of the number who fall below the poverty and near-poverty levels 
formulated by the Sodal Security Administration. The term Is used 
in the report interchangeably with "poo:* and "low-income*. 

Resource*- Since family planning Is a health service, the foundation 
of any expanded program consists primarily of the community's 
he H resources , l.c., hospitals, health departments, comprehensive 
health centers, medical schools, voluntary health agencies, physicians 
and such programs as OEOTunded family planning projects and 
Maternity and Infant Care projects. In addition, a key administrative, 
funding or catalytic role In developing programs may be undertaken 
by the community's or gent tot bool resources , such as Community 
Action Agencies or Model City programs. The report and tables 
summarize for each county these resources which may be potentially 
available for the development of family planning programs. 

Fiprt I S.4 Nation fltaea estimated (ebb Had d SeM&tf Fifty 
RaMtaf Senrfcn, a*4 Ua mi Mead, ft Ittfi 
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art sterile, pregnant or seeking a desired pregnancy. The estimating 
method assume* that low-income parents want to have the average 
of three children that they, like other Americans, say they prefer, 
and that they would be potential family planning patients only when 
they are not having or seeking these desired pregnancies. 

In FY 1968 only 773,000 women were reported as patients of 
all known public and private sector health agencies which offered 
family planning. Thij represents less than 15 percent of all who 
needed these services. About 4,594,000 women, or 85.6 percent of 
the total In need, remained unserved (Figure 1, previous page). 

For each county and state, detailed data on estimated family 
planning need and service levels, selected health and demographic 
indices, and existing and potential resources which might be avail- 
able for program expansion are presented in Table 1 (Section II). 

In the country as a whole, some family planning services, pro- 
vided either by public or voluntary hospitals, health departments, 
Planned Parenthood Affiliates or other agencies, were Identified In 
1,200 counties. The aggregate figure, however, tends to create a 
misleading impression of a much broader availability of family plan- 
ning service than Is actually the case. In the overwhelming majority 
of these counties, the number of patients served is so minimal that 
these counties can hardly be described as having programs that make 
subsidized family pi ann big services available. Indeed, in almost 1,000 
of these 1,200 counties, the FY 1968 programs reported serving less 
than 500 patients or could provide no service figures at all.* (It Is of 
interest that in more than half of the 130 counties which report serv- 
ing 1,000 or more patients, there were OEO family planning projects 
hi FY 1968.) The scope of existing programs Is illustrated in Table A 
which aggregates the service figures reported by all agencies in these 
eountlej, and In Figure 2 (below and right column). 



• AvallabJ* Information indlcatas that th# programs In most of ih* countlM 
for rhleh *«rvfca figuro* could not ba secured ere generally quite smell and 
serve few pat lentfs 



Figure 2 1,200 Counties with Identifiable Family Planning 
Programs, by Number of Patients Served, AJI Agencies, FY 1968 




Number of Counties where Services are provided to: 

Less than 10* 1 Patients (or No Service Figures Available) 
100-499 Patients 
500-999 Patienls 
1,000 or More Patients 




TABLE A. FAMILY PLANNING NEED, SERVICES AND UNMET NEED IN 3,072 U.S. COUNTIES, BY NUMBER OF PATIENTS REPORTEO 
SERVED IN IDENTIFIABLE PROGRAMS, ALL AGENCIES, FY 1968 











Identifiable Programs, by Number of Patienls Served 






Total 


No Iden- 
tifiable 
Program 


Total 


No Senlce 

Figures 

Available 


Less than 
10 


10- 

49 


50- 

99 


100- 

499 


500* 

999 


LOCO or 


Counties (Number) 


3,072 


1,872 


1,200 


122 


63 


215 


194 


403 


73 


130 


Cumulative % 


— 


— 


100% 


10.2 


15.4. 


33.3 


49.5 


83.1 


89.2 


100.0 


Medically Indigent 
Women In Need of 
Family Planning 
(000s) 


6,366.7 


1,429.7 


3,937.0 


179.5 


52.5 


232,5 


255.6 


915.4 


340.9 


1,960.7 


Medically Indigent 
Women Served 
(000s) , 


773.1 




773.1 


Unknown 


.3 


6.3 


14.0 


90.1 


50.4 


612.0 


Medically Indigent 
Women Not Served 
(000s) 


4,593.6 


1,429.7 


3,163.9 


Unknown 


52.2 


226.2 


241.5 


825,3 


290,5 


1,348.7 


Percent Unserved 


85.6 


100 


80.3 


— 


99.4 


97.2 


95.0 


90.2 


85.2 


68.8 
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